All the above data shows markedly reduced mortality and increased number of surgery indicates tremendous improvement in the field of neuroanaesthesia both in drugs and monitors as well as skillness of neurosurgeons .
To assess changes in outcome , outcome measures need to be defined for neuroanaesthesia . Because the effects of surgery markedly affect neurological or neurophysiological outcome, it can be difficult to distinguish the effects of surgery & anaesthesia and the effects of new agents.
INTRODUCTION:
The goal of neuroanaesthesia is to provide a safe anaesthetic for the patient while improving surgical condition in keeping with patient safety. In general , volatile anaesthetic agents dilate the cerebral vessels. 6 Their overall effect on cerebral blood flow depends on the balance between this direct vasodilatation & the indirect effect of decreased metabolism & flow-metabolism coupling leading to vasoconstriction.
Although the effects of anaesthetics are related to the effects on cerebral blood flow, in fact cerebral blood volume is a critical factor affecting intracranial pressure & brain volume. In summary, Isoflurane is as suitable as propofol for neuroanaesthesia in a concentration below 1.5 MAC. However, the indication for some small direct vasodilatation in comparison to the direct vasoconstriction of propofol may offer savoflurane some potential advantages. 7 Semi-synthetic opiates have in general, only minor or transitory effects on ICP & on cerebral hemodynamics. However, in patients with lesions such as head trauma or cerebral tumors, opiates can increase ICP during induction of anaesthesia or sedation in the intensive care unit 8 , related to an increase in CBF. In a study Remifentanil was compared with fentanyl in a randomized, doubleblinded, prospective trial, for elective supratentorial craniotomy for space occupying lesions 9 . Remifentanil was a reasonable alternative to fentanyl, with similar adverse events, hemodynamic profiles & median recovery times 10 .
For years, controlled or induced hypotension has been the cornerstone of the anaesthetic management during cerebrovascular surgery. However, more and more data indicated that arterial hypotension could cause cerebral ischemia. Although the safe limits of arterial hypotension have never been determined, it seems advisable to maintain normotension during neurosurgical procedures to avoid controlled or induced hypotension, which could be detrimental. Reducing arterial CO 2 -tension is one of the most efficient ways to decrease cerebral blood flow, and hence intracranial pressure. However,the cerebral vasoconstriction caused by hyperventilation may be so intense that the limits of cerebral ischemia can be reached. This was shown in severe head injury where prolonged hyperventilation increased the incidence of cerebral ischemia, the same may be true for neurosurgical anaesthesia. Therefore, end-tidal CO 2 -tension should be monitored, as well as arterial CO 2 -tension, to maintain normocapnia during neurosurgical procedures. • Continuous monitoring of ECG.
• BP monitoring every 5 mins or earlier.
• Monitoring of SPo 2 .
• Monitoring of ETCO 2 .
• Central Venous pressure (CVP) monitoring.[ selected cases ].
• IBP measurement [selected cases].
• Temperature monitoring.
• Availability of post-operative controlled ventilation.
In 
